Further blood transfusions were necessary to maintain the haemoglobin at approximately 10 g/dl. There was gradual improvement in her blood indices and five weeks following admission the white cell count was 8.8 x 10 9 /1, haemoglobin 11.1 g/dl and platelets 366 x 10 9 /1. Repeat bone marrow biopsy showed a hypocellular marrow with a few loosely formed granulomas present. There was no evidence of malignancy.
Double contrast barium enema failed to show any abnormality in the colon. Barium meal and followthrough were normal. Within one month of starting treatment, her chest X-ray was normal.
Six weeks following admission, the patient was well enough to be discharged home on antituberculous chemotherapy. The Royal
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We report the case of a 72-year-old woman with tuberculous peritonitis, complicated by the unusual association of pancytopenia and pseudo-obstruction of the colon.
Case report
A 72-year-old woman was admitted with a two-week history of increasing abdominal distension and constipation, who on admission had had no bowel motion for five days, passing only a little flatus. Over the preceding two months she had complained of intermittent colicky lower abdominal pain. Her appetite had been poor, but she had no noticeable weight loss. She had had an appendicectomy 20 years previously, and had no past or present history of drug ingestion.
On examination, she was confused, dehydrated and anaemic. Temperature and vital signs were normal. There were bronchial breath sounds at the left lung base. Her abdomen was distended and tympanitic with high-pitched bowel sounds. The rectum was empty.
Investigations showed haemoglobin 7.3 g/dl, white cell count 0.6 x 10 9/1, platelets 150 x 10 9 /1. Chest X-ray revealed consolidation of the left lower lobe. Erect and supine abdominal X-rays showed extensive dilatation of the colon from sigmoid to caecum without small bowel distension. Bone marrow aspirate and biopsy showed a hypocellular marrow with an iron staining pattern of chronic disease. Investigations did not include a Legionella titre. The patient was transfused with 5 units of packed cells. Both colonoscopy and Gastrografin enema failed to demonstrate a mechanical cause for her colonic distension. Attempted colonic decompression via the colonoscope was unsuccessful and, because of increasing abdominal distension and tenderness in the right iliac fossa, a tube caecostomy was performed under local anaesthetic. At operation, multipleperitoneal and small and large bowel serosal nodules were noted. Ascites was present.
Histology of the peritoneal deposits demonstrated necrotizing granulomas consistent with tuberculosis, and they were positive for Ziehl-Neelsen stain.
Antituberculous chemotherapy was instituted with rifampicin, isoniazid and ethambutol. Piperacillin and tobramycin were also used, as the patient developed spiking temperatures with persistent pancytopenia. Blood cultures were negative. There was gradual resolution of her colonic distension and the tube caecostomy was removed after two weeks. The white cell count remained at less than 1 x 10 9/1 and the platelet count dropped to a low of 16 x 10 9 /1.
Discussion
Tuberculous peritonitis is uncommon nowadays in the western world. The incidence of tuberculous peritonitis has been estimated to range from 0.1% to 0.7% of all reported cases of tuberculosia'v', It is usually a disease of young people. In a review of 40 cases of tuberculous peritonitis by Cromartie", the mean age of patients was 36.5 years. The most common symptoms of tuberculous peritonitis reported in the literature are fever, abdominal pain, weight loss and abdominal swelling, and the most common physical signs are abdominal tenderness, fever and ascites. The case we report exhibits two interesting associated features, namely pancytopenia and pseudoobstruction of the colon.
Haematological abnormalities occurring in association with disseminated tuberculosis are well documented and include leukocytosis, anaemia, basophilia, leukaemoid reactions and pancytopenia. Pancytopenia is by far the least common haematological abnormality occurring with disseminated tuberculosis, and its association can only be accepted when the tuberculosis is proven, there is no other cause, and the pancytopenia recovers with antituberculous treatment alone.
In a review by Proudfoot et al. 4 of 40 adults with miliary tuberculosis, almost all cases had histological proof of the tubercle bacillus. Three patients had pancytopenia at presentation, 2 of whom later died. In another review of 40 patients with miliary tuberculosis, documented by Glasser and Herion", only 2 had pancytopenia; one patient died on the fifth day in hospital, and in the second patient the thrombocytopenia was considered to be drug-induced. The same authors reviewed a further 24 patients with haematological abnormalities and miliary tuberculosis, 5 of whom presented with pancytopenia; but the majority of blood and bone marrow cells were blasts, and a diagnosis of leukaemia was made". There have been two other reports of pancytopenia associated with tuberculosis'" 7 • but in neither case was there bacteriological proof of tuberculosis. and one patient had persistent leukopenia after 16 months.
Our patient had histologically proven tuberculosis and no other apparent cause for the pancytopenia, and her blood indices had returned to normal with antituberculous treatment by the time of her discharge.
The second interesting feature of our case is the occurrence of pseudo-obstruction of colon with tuberculous peritonitis. Pseudo-obstruction was first described in 1948 8 , and by 1980 there had been 351 reported cases. It has been recognized as occurring with an increasingly diverse group of primary conditions 9 , including diseases affecting colonic muscle, colonic nerve supply, endocrine disorders, Pharmacologically-induced and idiopathic, and is particularly common after orthopaedic procedures I O. . On reviewing the literature, however, it appears there have been no previous reports of tuberculous peritonitis associated with pseudo-obstruction. The diagnosis of pseudo-obstruction is made on clinical, radiological and colonoscopic findings. Since first described by Kukora and Dent in 1977 11 , colonoscopic decompression has been the treatment of choice. Although it was unsuccessful in our patient, a review ofthe literature shows that colonoscopic decompression is successful in about 80% of initial decompressions and has an overall success rate of about 75%. Where colonoscopic decompression fails, tube caecostomy is the decompressive procedure of choice, but patients requiring tube caecostomy have a mortality rate of 12_20%12.13. If colonic pseudoobstruction proceeds to the point of caecal perforation, the mortality rate rises as high as 46%13. The most common sites for Paget's disease of the spine are the sacrum followed by the lumbar spinel, but paraparesis is more common with dorsal involvement. Over 100cases of dysfunction of the spinal cord or cauda equina secondary to Paget's disease of the vertebral column have been described since it was first reported by Wyllie 2. We report a patient with paraparesis secondary to Paget's disease of the dorsal vertebrae with complete myelographic obstruction, who was treated medically with disodium etidronate.
Spinal cord compression in

Case report
A 79-year-old man was admitted with a 4-year history of progressive weakness of the legs, and at the time of admission was able to walk only about half a mile with the aid of a stick. The weakness had started in the left leg, but 12 months before admission had begun to involve the right. There was no paraesthesia, nor any sphincter disturb-ance. Four years ago, he was discovered to have non-insulin-dependent diabetes mellitus.
On examination his blood pressure was 140/ 90 mmHg and the pulse was regular at 76 beats per minute. There were no abnormalities in the chest or abdomen. There was a moderate spastic paraparesis, more marked on the left than the right, with wasting and weakness of the left quadriceps and absent ankle jerks. The knee jerks were exaggerated. Joint position sense was markedly reduced in both feet and there was decreased light touch and pinprick sensation up to the knee. There was no spinal tenderness. Fundi showed background diabetic retinopathy.
Investigations: Urine examination showed no proteinuria. Haemoglobin was 13.5g/dl, white blood count 8.1 x 10 9/1, platelets 297 x 10 12/1, ESR 8mm/h, blood urea 5.4 mmol/l, creatinine 80 Jlmol/l, normal electrolytes, blood glucose 8.2 mmol/l, urinary hydroxyproline, 0.54mmol/24 hours (normal range 0.04-0.13), calcium 2.40mmol/l, organic phosphate 1.29mmol/l, total protein 71mg/l, albumin 44 gIl, total bilirubin 12Jlmol/l, alkaline phosphatase 551iu/l (normal range 30-85), aspartate transaminase 22 iu/l, gamma-GT 27 iu/l (normal 65) and aspartate aminotransferase 10-50 iu/I. Nerve conduction studies confirmed the presence of motor neuropathy of the left femoral nerve (amyotrophic diabetic neuropathy) and distal sensory neuropathy (presumably diabetic) of the lower limbs. Dorsal spine X·rays demonstrated multifocal abnormalities throughout the dorsal spine, most marked 
